Who needs palliative care?
Within an 'average' general practice of 2500, each year about 7 patients will die from cancer and 17 from noncancer conditions such as circulatory, respiratory or neurological disordersl. Many of these patients will have a period of progressive illness with symptoms, psychological needs and practical needs. Their families too will need support, during care and during bereavement. In the last year of life, 90% of all care is received at home2. In this issue of the Journal (p. 568) Dr Fordham and his colleagues debate the relative contribution of the specialties of general practice and palliative care for patients towards the end of life, and the role of palliative care beyond cancer.
Community support is clearly important to patients and families. Four studies in different developed countries show that, given the choice, 50-70% of cancer patients would be cared for at home for as long as possible and also dlie there3 6. In England in 1994, among cancer patients, 26.5% of deaths were at home, 47.3% were in a National Health Service hospital, nursing home or hospice and 13.7% were in voluntary hospices7. Hospices and specialist palliative care services commonly offer a shared model of care, both in the UK and elsewhere8. In 1998 there were over 1400 hospice or palliative care services in 35 countries of Europe, almost 600 in Canada, about 3000 in the USA and over 240 in Australasia9. In the UK just over 50% of cancer patients receive care from some kind of palliative care team or nurse10.
To what extent can community oriented care be provided by general practitioners or those specializing in palliative care? Fordham and colleagues criticize the training of those moving into palliative care for its lack of community focus. If patients are to be cared for in the place where they most wish, staff are needed who are used to managing symptoms and problems in the community. Twenty-four hour care is also importantll. Patients with advanced illness do not have symptoms that neatly arise during the 45 hours of the week between 9 am and 5 pm, Monday to Friday. Troubles also arise in the 123 other hours. Many general practices use cooperatives to cover out-of-hours care and communication can be problematic12. Patients and families need an assurance of continuity.
When we ask whether a specialty is needed, the views of patients and families should be heard. Many studies have indicated that specialist palliative care teams achieve better outcomes for patients with progressive illness than do existing conventional services. Teams also improve general care in the hospital or community. A systematic literature review identified 18 relevant experimental or quasiexperimental studies, including five randomized control trials 3. Studies were from the USA, Canada, the UK, Italy and Australia. Patients cared for by a multiprofessional palliative care team showed better outcomes in terms of the amount of time spent at home, satisfaction, symptom control, overall cost and the likelihood of dving where they wished. The studies included not only cancer patients but also those with other advanced conditions. Palliative care services score highly for satisfaction when compared wvith general practitioner and hospital services14 16. In a comparison of hospice and hospital care Seale and Kelly found that the hospice group had more information about their condition and were less likely to be admitted as emergencies17. Communication by hospice staff was judged better than that by hospital doctors. The study suggested that hospitals still had some wvay to go in improving communication skills and the psychosocial environment. Parkes compared the quality of care as reported by surviving spouses in one London hospice and surrounding hospitals in 1967-69 and 1977_7918 30. He suggested that, in hospitals, relief from pain and other distress improved to the standards set by the hospice by the time of the later study; at both time points, however, hospital staff were more likely to be seen as 'busy' or 'very busy' and the hospice atmosphere was more likely to be judged as being 'like a family'. In a large tertiary hospital in Wales the presence of a palliative care service significantly improved the use of appropriate opioid analgesics and non-steroidal anti-inflammatory drugs21. Acquaintance with appropriate palliative treatments and palliative care can vary widely among hospital and community staff from those knowledgeable people who have worked in hospices to, at the other extreme, those who have little information on the correct use of basic analgesics22 and when to refer23.
Deficits in care continue worldwide. In an evaluation of the adequacy of pain management in nursing homes in five states in the USA, Bernabel et a]. found that pain was common in nursing home residents and was often untreated, particularly among older patients and those from ethnic minorities24. As Fordham and colleagues argue, there is an urgent need to develop models of services for people who 
